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1 about what's the reality of trying to classify all this
2 stuff.
3 DR. W LENSKY: Ckay, thank you. Conm ssioners who
4 have individual comments to suggest to Julian on this
5 chapter, please contact himand give himyour coments on
6 your witten chapter drafts
Agenda item Quality Mary? We know you're here w thout your co-
8 aut hors, one of whomis inmnently waiting to hatch, we
9 under st and.
10 DR. MAZANEC: It's very lonely at this table
11 t oday.
12 We have significantly revised the chapter on
13 quality of care to reflect the Comm ssion's comments at the
14 March neeting. W tried to refocus the chapter to enphasize
15 t he needs of the beneficiary.
16 Medi care's primary goal is to ensure that its
17 beneficiaries have access to nedically necessary care of
18 high quality. Recent evidence suggests that the provision
19 of necessary anbul atory care is roughly conparabl e between

20

rural and urban beneficiaries.
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Al t hough differences in the receipt of necessary
care appear to be nodest, beneficiaries residing in renote
rural areas, including HPSAs, are less likely to receive
necessary anbul atory care conpared with beneficiaries
residing el sewhere.

Wil e the delivery of necessary anbul atory care to
rural beneficiaries appears to be roughly conparable to
urban beneficiaries, differences exist in the clinical
out cones of beneficiaries who receive care from snal
i npatient providers |ocated both in rural and urban areas,
as conpared with |arger providers.

In your mailing materials, we also reviewed
beneficiary satisfaction with care. |In general, rural
beneficiaries report being satisfied with their care,
al t hough they have nore difficulty in actually getting to
sites of care.

Recent MedPAC anal yses have denonstrated that
opportunities exist to inprove the quality of care furnished
to both rural and urban beneficiaries. This may involve

br oadeni ng the nmeasures of clinical performance and outcones
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data that are collected. Medicare should devel op systens
that regularly nonitor the quality of care furnished to
beneficiaries residing in rural areas.

Data we presented in the paper suggests conti nued
need for quality inprovenment efforts to i nprove care across
rural areas. Under the previous contract for the peer
review organi zations, Q activities have inproved the
quality of care anobng certain providers in rural areas. For
exanple, as noted in your mailing materials, treatnment of
acute M patients with aspirin or thronbolytics inproved
followwng a PROiInitiative.

This brings us to our first draft recommendati on.
MedPAC recommends including rural populations on the list of
popul ati on groups that the peer review organi zati ons mnust
consider in carrying out their quality inprovenent
activities.

Medi care sets participation standards for health
care providers to ensure a mninmum standard for quality and
safety of care furnished to its beneficiaries. Under

current funding and | egal requirenents, nost facilities are
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surveyed relatively infrequently. 1In addition, rural
provi ders face fewer incentives to seek private
accreditation conpared with their urban counterparts.

This leads us to the second draft recommendati on.
MedPAC reiterates its recommendati on nmade in June of 2000
that the Congress should require the Secretary to survey at
| east one-third of each facility type annually to certify
conpliance wth the conditions of participation.

|"mgoing to stop here and open this chapter up

for comrent.

MR DeBUSK: The first draft reconmendati on,

MedPAC recommends that the Secretary require the peer review

organi zations to include rural populations in the groups
that they consider in carrying out their quality inprovenent
activities. Wat does that nean?

DR. MAZANEC. What we wanted to do is to try to
encourage PROs to ook at rural sites of care in sone of
their activities, in sone of their quality inprovenent

activities or studies that they have. That does not nean,
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as stated in the chapter, that we want rural populations to
be designated as the equivalent of a mnority group or an
et hni c group, but we wanted to sonehow support PRO
activities in rural areas nore than what we are currently
seei ng.

MR. DeBUSK: You |l ook at this and what is the
approach? That's one nmajor area in rural facilities that |
think there's a lot lacking, in getting to the patient
faster, taking care of the patient, providing the proper
care, and what have you, the access, quality and all cones
into play right here.

A lot of this just seens |like words. And maybe
that's all we can do, but it |ooks |like there should be sone
way that we can do nore than just pass the football

MR. HACKBARTH: As | recall fromthe chapter, the
problemthat we're trying to address is that the current
scope of work has a nmetric that biases the PROs towards
focusi ng on high population areas. That's where their
rewards are.

Basically, we're recommendi ng sinply that the new
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scope of work not have that bias towards high popul ati on but
that we specifically carve out sonme resources for inproving
quality in rural areas without trying to m cronmanage the
Secretary and how they wite the scope of work.

DR. NEWHOUSE: 1'Il take ny prerogative as
tenporary chair. This is actually for people to shoot at,
because I'mnot sure how | cone down on it. But in |light of
t he previous discussion of the diversity anong rural areas,
is this potentially overly broad? O should we point toward
where we think problens are nore likely to be?

M5. NEWPORT: | was feeling the sane way, Joe.
This may be too broad. Just based on experience in MC,
where the quality neasurenent standards start out with four,
then eight. And you need to have clinically, | understand
fromtalking to my nedical directors, you need to have a
trend that you can nonitor to inprovenent and reasonabl e
i nprovenent. And that the pylon at HCFA, in terns of
i ncreasing the standards and 10 percent inprovenent per
year, which is inpossible after a while.

So |l would like to see this noderated in terns of
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appropriateness, in terns of burden, two or three areas
recommended. Let's say diabetes control, coronary issues,
sonething like that, and build on that and have them
symetrical enough or identical enough that they can be

i npl emented and then trended and then | ooked at in terns of
okay, where can we go next?

So while the PROs may choose to carry it out
slightly differently, at |east the providers that are going
to be neasured for quality will have apples to apples as
much as possi bl e.

| think that if we kind of align ourselves around
sonething like that, it should be right sized for the size
of the providers in the comunity, so that's inplenentable,
measurabl e, and it has sone neani ng over tine.

DR. LOOP: Picking up on that |ast comment, |
think if we want to debride sone of HCFA's responsibilities,
we ought to let the Joint Conm ssion assess quality.

But let me make a couple of points about this
chapter.

DR. RONE: O NCQA or sonebody el se.
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DR. LOOP: Yes. The first sentence under key
points, that a | arge gap exists between the care they should
receive and the care they do receive, | think probably care
is not optimal. As you get down into deeper and deeper into
rural ness that's probably true.

But over here on page four, near the end of the
page, you say that renote rural areas are 2.5 percent |ess
likely to receive clinically appropriate care conpared with
beneficiaries residing in netropolitan counties. |Is that a
lot? Is that alittle? Does that also nean netropolitan
counties don't get very good care either, conpared to what
t hey shoul d have?

| think we have to clean up sone of that because
it sends a bad nessage out which is highly subjective and
not necessarily true, | don't believe.

DR. WAKEFI ELD: Just a couple of comments, first
if I could on the chapter. | think that when this gets
witten, if there was a way of speaking maybe a little bit
nore to -- the chapter starts out tal king about standards,

t hi nk, and whether rural areas neet the same standards,
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shoul d they neet the sane standards, et cetera, as urban
areas do. And how do you neasure that anyway, if it's beta
bl ocker usage or whatever?

But | think that later in the chapter, but at
| east as inportant a point, is first we need standardi zed
ways of getting information. In sonme instances, rural
hospitals are at, | think, a disadvantage for collecting
information. So before you set the standards, how are we
going to get there? What are the standardi zed ways we're
all going to agree on that will be collecting that
i nformation?

You get into it alittle bit toward the end, |
t hi nk, when you're tal king about performance indicators, et
cetera. But nmaybe that could be beefed up, because | think
that is a chall enge.

Rel ated to that, part of that data collection
al so, | think, speaks to the availability of things |ike
el ectronic nedical records and other IT infrastructure, et
cetera. So those two issues are not conpletely divorced.

They don't have that infrastructure. It's really difficult
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to collect standardi zed information on the extent to which
they' re neeting standards.

So it's maybe trying to put a little bit nore of
that spininto it because | think that's an inportant

chal I enge to highlight.

Rel ated to the recommendation, | didn't have a
problemwi th this recommendation. | actually thought it was
a good one. | don't have a problemwth targeting it

further the way perhaps that's been suggested here. So that
we really make sure that the PROs are providing a Q assi st
to those rural areas that mght need it the nost.

But | would say that last tinme we discussed this
draft, and | believe it's still in here, you talk about I
think the disincentives to PRGs to reach out to rural
providers. | think what we're trying to do is noderate that
disincentive a little bit, particularly given that we've got
| ots of hospitals out there who are not JCAHO accredited,
for exanple, who rely on state survey and cert processes.

So we've got a disincentive | think we're trying

to noderate. And we've got probably a Q infrastructure
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somewhere in South Dakota that doesn't |ook Iike Beth
Israel's Q infrastructure. So | think there's a legitimte
need in a lot of cases, and I think that we ought to be
trying to noderate a little bit that disincentive the PROs
are probably currently under.

DR. NELSON: MWy comments were along a simlar
vein. Mary replied to, | think Pete's question, that draft
recommendati on one -- and you use the word encourage, the
Secretary encourage the peer review organi zations to include
rural popul ations.

| think it would be a big m stake for us to try
and rewwite the PROs scope of work for them | think we
have to acknow edge that the Utah PRO has a different kind
of capability than say a PROin a rural area in Florida
m ght have, for exanple.

| think it's entirely appropriate to reconmend
that the Secretary encourage nore attention to quality
assurance in the rural areas, but that can be done through
provi di ng adequate funding for the PRGs to do this kind of

thing. | would prefer to stay away fromthe word require
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and substitute instead the word encour age.

DR. WLENSKY: W'IlIl cone back and let's have a
specific discussion and do a vote on the recomendati on when
we're through wth this discussion.

MR, HACKBARTH: | was just going to second the
poi nt that Floyd had made about the use of appropriate
services. To ne, the striking thing is that urban or rural
ali ke are only getting the appropriate services 73 percent
of the time. Then the differences between urban and rural
in that context seemquite small. Even the difference
bet ween the urban and the renote rural of 2.5 percent seens
quite small conpared to 73 percent versus 100.

So the news here, to ne, is the simlarity between
urban and rural and the fact that everybody is getting only
73 percent of what the neasures say they need.

DR. STONERS:. | think what | wanted to say is kind
of echoing that too. An exanple of that is the bullet
poi nts on page 12, where we tal k about the Western states
havi ng the success of raising from40 percent to 75 percent

on pneunococcal, for exanple.



10

11

12

13

14

15

16

17

18

19

20

84

| think it would be very nice to denonstrate what
the national nunbers are. Maybe not necessarily even urban
versus rural, but if we're going -- to kind of put that into
perspective. Because | couldn't agree nore that the 70
percent to 100 percent is a |ot bigger difference than naybe
what the difference is otherw se.

Because the nunbers nationally on these things do
not | ook very well. And so to say that they were not very
good in these particular rural areas m sses the point that
nationally they're terrible.

DR. REI SCHAUER W have a trade-off here really
between equity and efficiency. And if the differences
bet ween rural and urban aren't very great, by suggesting
that nore resources should be devoted to rural, we're
basically saying that overall the bang fromthe buck that
we're going to get in inproving quality is probably |ess
after our recommendati on than before.

And | think that's fine, if we think that equity
deserves nore enphasis than it's received in the past. But

we're making it out as if the PRGs have been greedily
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focusing on urban areas for their own interest, as opposed
to by focusing there they m ght be affecting the quality of
care received by the nost nunber of people per buck spent.

So it's a conplicated kind of issue and | don't
think we should -- | think we should say a little nore about
that trade-off.

DR. NEWHOUSE: | agree with Bob's |ast point,
al t hough the right answer surely can't be to spend it all on
t he urban areas.

But | was going to a different word, that | hadn't
really noticed until lately, which is that the peer review
organi zati ons include rural populations. Don't you nean
rural providers? Do you nean popul ati ons or providers?
| nsof ar, for exanple, as the Nebraska PRO incentive is to
focus on Omaha and Lincoln, that would pick up all the rura
popul ations and filter into Omha and Lincol n.

DR. MAZANEC. Maybe the nore correct way to word
the recommendation is use the termprovider, but | think
that we definitely wanted to put enphasis on the

beneficiary, also. But since the Q activities actually
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i nvol ve the providers, maybe it's nore correct to say --

DR. NEWHOUSE: And the incentives that are being
tal ked about go to providers, not to populations. Let ne
suggest sone wording. This is a separate point or a
separable point. Include those rural providers where there
is a pattern of care suggestive of |ower quality, or
sonet hing of that nature, as opposed to just -- this is
again in the spirit of getting sonmewhat nore targeting, and
al so responding to the notion that we'd Iike themto use a
pattern of care rather than individual incidents.

MR. HACKBARTH: | |ike that addition, Joe. |
think that would be good. | westled with Bob's point,
which I think is very well taken. On the one hand, we're
saying there aren't many differences. Then on the other
hand we' re saying devote nore resources to rural. There is
sone tension between those two positions.

The way | canme down on that was if you followed
the logic to its conclusion, you could spend all of the
noney in the urban areas and never have them go outside the

nmost urbani zed ar eas. | don't think that that would be a
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good out cone.

So |l want to tilt it alittle bit in favor of the
rurals and have sone reward for PROs to focus on particul ar
clinical problenms where there's sone evidence of a potenti al
problem | l|ike Joe's wording.

DR. WLENSKY: Let nme make two suggestions, one
procedural in a mnute, and a second comment. In discussing
the quality issues, there seens to be a flavor that underuse
is the only quality problem and that inappropriate use and
overuse are equally problematic. And while we may not have
anything to offer on that work of Mark Chassen and ot hers,
docunenting the kinds of problens, overuse of antibiotics,
et cetera, it seens to send a very bad flavor in ny mnd,
that this is the only thing that we worry about as a quality
probl em underuse of services.

It's clearly not consistent wth what we've done
el sewhere, other volunes, last year's treatnent of quality
in a MedPAC report.

Why don't we turn specifically to recommendati on

one and then recomrendati on two, so we can make sone
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nodi fi cations?

The issue, as | understand it, is that under the
current contracting requirenents in the PROs, there is a
di sincentive to include rural providers because of the
wei ghting issue. And so it strikes ne that if we want to
see a greater |ikelihood that rural providers wll be
included as targets, that we're going to have to do
sonething |like this recormmendati on, or we ought to expect
that that won't happen.

Now there are two types of changes we can
consider. | found that a pretty innocuous reconmendati on,
but we can target it nore. W can indicate either in the
recommendation, or we can indicate it in the paragraph that
foll ows the recommendation that we think it needs to be
targeted to providers and clinical settings where there's
sonme indication of clinical problens. | don't know that we
necessary have to put that in the recomendati on.

| read the point of this recommendation is absent
sone change we set up a system where we ought to expect PROCs

will target where they get the biggest bang for their buck,
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and that is in the urban areas with the higher
concentration. So this is to say, again, appropriately not
i ncluded here, that we don't want this at the expense of
consideration of a focus on mnority issues.

But it struck nme as either we make a
recomendation of this nature or we ought to assune that
there won't continue to be not nuch focus on the rural areas
by the activities of the PRO Rural providers. It ought to
be rural providers in there.

DR. BRAUN: | liked the recommendation al so.

Al though it's obvious, | wonder if we shouldn't add assure
provi sion of adequate resources because it will be nore
expensi ve and perhaps that needs to be said up front.

DR. WLENSKY: At the immediate tinme, that really
goes after the second recomendati on, which has to do with
the frequency. It isn't necessarily on this recommendati on
that it's nore expensive. This is really just saying if you
include a factor which will re-weight the groups that they
consider in deciding which of the group to sanple.

So | think you could do this w thout having nore
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resources, but our second recomendation, which reiterates
we want to see facilities surveyed once every three years,
requi res an adequate resource base. So I'd rather, we can
either do that as a recommendation or in the discussion that
fol | ows.

DR. BRAUN: So it's assuned that here the reason
t hey haven't done it is because of nunbers?

DR. WLENSKY: No, it was assumed because of how
they're going to be judged. The judging, in ternms of what
they are directed to do, encourages themto |look to the
pl aces where they'l|l get the nost bang for their buck.

DR. BRAUN:. The nost bang for the buck but that's
why |' m wondering, they don't need nore bucks if they're not
going to get nore bang.

DR. WLENSKY: It's really a question of going
where you get the greatest concentration. The greater
concentration is in the urban areas. So | think you can
bring up the rural into the relevant pot by making this
recommendati on, but not necessarily have nore done. | think

the nore done foll ows our second recommendati on.



10

11

12

13

14

15

16

17

18

19

20

91

DR. RONE: The way to do this would be not in a
recomendation, but to try to say to the PRGCs that if you
have a rural comunity within your jurisdiction, then in
sone proportionate way we want your resources spent on that,
10 percent of them 15 percent of them 20 percent, whatever
it is. That would be the way to do it, rather than on the
nunber of doctors that you've reached or nunber of patients
t hat have been infl uenced.

DR. W LENSKY: Again, | think what we are seeing
here is an attenpt to include it in a direct way into the
pot of providers that they have to review, to nake this an
explicit group within the group that they have to review |
think this does this in a very general way.

Now, there is a big difference between requiring
and encourage. | personally think if we're serious, then we
ought to say this has to be one of the groups that require
is appropriate. W can obviously use words encourage, but
the problemis that under contractual |anguage, it's laid
out so that it pushes PRGs in a particular definition. And

if we want to change that probability, then we have to
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include a different listing wthin that, and we ought to
acknowl edge that this wll require, when they cone up for
the next contract review, the |anguage will be witten
differently.

VWhat 1'd like you to do now, in terns of noving
this along, is we can either do a vote now on this, or if
you have specifics of an alternative wording that you'd |ike
to suggest, rather than this | anguage, put that up so we can
do a vote and nove on

DR. LOOP: To include rural providers and then
take out in the groups that they consider. Say include
rural providers in carrying out their quality inprovenent
activities.

M5. RAPHAEL: | just wanted to step back for a
nonment and nmake sure that the recomendations that we're
putting forth here, in fact, address the issues that we've
raised. |I'mjust worried that this is a fairly innocuous
recomendation in the sense that we identify the gap between
what care peopl e should receive and what they are receiving.

And we al so noted that people who reside in renote rura
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areas and go to | ow volune hospitals tend to have poorer
out cones.

"' mwondering if what we're reconmendi ng here,
even if we put in the word require, will end up in five to
10 years in nmaking any headway in addressing those issues.

DR. WLENSKY: | think it's a fair cooment. The
guestion is -- | want to know whether we can get to, with
the nodifications that Floyd just raised, whether people can
be confortable and take a vote on this recomendation. |If
you want to have a followon recomendation that deals with
that issue, | don't knowif we're ready to do that now |
think it's a fair point, but I"'mreally trying to push us to
vote yea or nay, although |I think you nade good changes.

MR SMTH | guess I'd be confortable voting for
this recommendati on on the grounds that it doesn't nmean very
much, but if it nmeans sonmething it seens to nme we ought to
be very cautious about saying that with a | ot of evidence
that sonme 30 percent of beneficiaries don't get adequate
care, that we want to divert a fixed pot of resources to the

| onest volunme part of that overall inadequate performance.



10

11

12

13

14

15

16

17

18

19

20

94

If we wanted to add nore resources because we felt
the differences really were driven by rural ness rather than,
as Carol suggests and | think as all of us had wondered,
whet her it's driven by | ow volune. Maybe we ought to say
it's never going to nmake any sense for the PROs to devote
their resources to very small, very isolated rura
hospitals. Therefore, we need to devote sone quality
i nprovenent resources to it, and the Secretary should find
and provi de sone.

But we shouldn't say it nakes sense to divert
resources fromplaces where there's a potential big bang for
the buck to places where there isn't. That seens goofy.

DR. REI SCHAUER: There's an equity argunent that
everybody shoul d have an option of getting --

DR. WLENSKY: O getting revi ewed.

MR SMTH | agree with you, Bob. But then that
argues for nore resources.

DR. NEWHOUSE: That argunent is stronger, though,
if there's an evidence of problens in the rural areas. But

there hasn't been nmuch denpnstration of that, is the
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pr obl em

DR. W LENSKY: W don't know that.

DR. NEWHOUSE: But from what we present, this
doesn't follow.

MR SMTH It doesn't follow that we've got a
probl em that says we ought to take resources from high
density areas and nove themto | ow density areas. Because
the evidence is we have the sanme problemin both areas. And
the resources ought to be enployed, Bob, it seens to ne,
efficiently and the equity problem doesn't | oomas | arge.

DR. REI SCHAUER: The real issue hereis, if you
spend a buck how nuch inprovenent tinmes nunber of people can
you get in each of these areas? Not sort of the |level at
which they're at right now W don't know anythi ng about
that topic, which is the margi nal inpact of another dollar
spent in rural versus urban areas.

MR. HACKBARTH. But we're |ooking at this as
t hough the only quality inprovenent resources cone through
the PRO process. To ne, part of the issue is that the urban

institutions have many nore resources as their disposal than
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the rural institutions do. They've got much |arger
adm ni strative structures, different staffing.

If PRCs don't do it, there's a chance in the urban
areas that sonebody else will. In these small rura
institutions, if there isn't sonme governnent encouragenent
and support, it probably will not happen.

That's why | think, despite the efficiency
argunent, there is a legitimate public policy purpose served
by saying we don't think the PROs' scope of work should be
skewed solely to urban hospitals.

MR SMTH. But doesn't the relatively nodest
di fference even between the nost rural areas and
metropol i tan areas suggest that whatever is going on that's
useful in urban areas or inappropriately or insufficiently
useful is also going on even in urban influence code nine?

MR. HACKBARTH. No, | don't think that follows,
gi ven what |'ve experienced and how t hi ngs happen across the
health care system | think the transfer of best practices,
if you wll, is actually quite limted. So | wouldn't infer

that fromthe growh simlarity in the patterns.
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DR. NELSON: |'mnot arguing again the use of the
word encourage. My earlier coments stand on that.

But |I'm nore concerned about the way the PROs are
currently doing their scope of work. In the HCQ P, Mary, am
| not correct that the Health Care Quality I nprovenent
Programis popul ati on based? That it's not | ooking at
providers, it's |looking at the percentage of patients with
atrial fibrillation that receive anticoagul ants.

DR. MAZANEC: Right.

DR. NELSON: If a PROis going to study the
i muni zation rates on the elderly people, they' re popul ation
studies that -- | may be wong, but | have the sense that
nmore of the quality inprovenent activities of PROs now is
focused on the popul ation rather than just individual
provi ders.

If we are ignoring that reality in changing the
wor di ng that you have here, | think we ought to be aware
that we are ignoring that reality.

DR. NEWHOUSE: Isn't that the incentive that

drives the PRGCs toward t he urban areas?
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DR. WLENSKY: The question is going to be, should
it be populations and providers?

DR. NELSON: |I'msaying that | believe the word
popul ations is appropriate in here. | don't care if you add
the word providers.

It seens to me that this other argunent that was
goi ng on about urban versus rural is enconpassed in draft
recomendation two for the point that was nmade that there
are other kinds of quality assurance capabilities in
Iicensing and conditions of participation and accreditation
that go beyond just what the PROs are doing.

| think our recommendation with respect to the
PRCs ought to be consistent with the direction that the PRGs
have been taking in their quality inprovenent activities.

DR. LOOP: | agree, and | think we have to have a
practical inplication here. Are we diverting resources for
sonething that can't really be changed?

| f you're | ooking at volume, volune relates to the
nunber of doctors the soci oeconom c status of the patients,

the i nsurance, the distance, and the PRO can't really change
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that. So I'ma little worried about this recommendati on and
how it contributes to regulatory burden, al so.

DR. W LENSKY: Let me just respond to that issue.
| think to the extent that we |later get into questions about
whet her or not there's sonme procedures that do better with
hi gh vol unme care, for whatever sets of reasons that is the
case, to the extent that you had PRO Q activities focusing
on rural populations and rural providers, it mght help
focus -- if that were the case -- either trying to change
t he behavior of the providers or trying to change the
| ocation of sone kinds of procedures in terns of where they
were nore likely to be provided.

So | think the answer is that while there are sone
aspects that are not likely to be changed, how you respond
to aquality if you find a problemisn't necessarily tied in
to not being able to change the setting in which it's
| ocat ed because it may nean be that it would be to try to
make it a different differentiation in terns of where
certain services are provided than may ot herw se occur

So that will be equally appropriate as an outcone
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to the extent that it appeared that was the better way to
try to respond if there were patterns of care that seened
appropriate by | ooking at rural popul ati ons and providers.

DR. WAKEFI ELD: Just a couple of comments. |
think at least in part, related to the volune issue, the
volume is a proxy for other things. Mybe we do or don't
have a very good handl e on what that proxy reflects. But it
m ght reflect things like a group of staff who work nore
effectively together, and that can be part of a Q
initiative.

So yes, volune is inportant but I'd say we shoul d
be stepping back and taking a | ook at what conponent parts
are associated wth that high volune good outcone
relationship. And say that Q initiatives can be directed
at those conponent parts potentially.

Secondly, 1'd say that to the extent that rural
hospitals rely on survey and certification, we rely to
ensure that beneficiaries have quality care. And they rely
nore on survey and cert at the state | evel, as opposed to

JCAHO. To what extent does survey and cert processes
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enbrace Q? | think they're primarily QA. | don't think
they're Q. So we cannot |look to the states in a consistent
fashion that | know of to pick up on Q efforts.

And the third issue that | guess |I'd make is we
even say in our docunent, on page five, yes, we' ve got sone
conparabl e delivery of anbul atory care services, but we' ve
got sone differences in clinical outcones related to sone of
t hose services. So sone of it is availability or use rates,
and sone of it is what happens to that patient in terns of
patient outcones? So | guess |I'd just reinforce the
i nportance of this particular objective.

The last point | will make --

DR. W LENSKY: You're arguing in favor of the
reconmendati on.

DR. WAKEFI ELD: |I'marguing in favor and I'Il give
one nore reason why |I'marguing in favor.

Ri ght now I'mworking with Don Berwi ck's IH group
to try and outreach Q to rural hospitals. | can't begin to
tell you the difficult circunstances we're dealing with with

those rural hospitals across the country just to | ook at
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IS not easy out there.

| think alittle bit of help on the front end woul d not

hurt.

So yes, |

m arguing for it

, wth Floyd s | anguage.

DR. WLENSKY: | think you're really reiterating

G enn's point, that there are a lot fewer Q activities

likely to go on in rural areas. This would basically

enforce sone set.

" m goi ng

DR NEVWWHOUSE

| anguage?

to call for a vo

DR. W LENSKY: Let nme tel

what |'mgoing to ask for

separate vote if we want. To nodify

one to include rural

provi ders and p

te on this.

Were did we | eave the targeting

you as | under st and,

is the first vote and we can do a

draft reconmendati on

opul ati ons.

there was an argunent to have both words in there.

t hi nk

And to delete the phrase in the groups that they

consider. So just to include rural

provi ders and

popul ations in carrying out their quality inprovenent.

characterizi ng your

| anguage change?

Am |
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DR LOOP: Yes.

DR. WLENSKY: Al right. 1In the first instance
we can do a required, although except for Alan | haven't
gotten, ny sense is that nost of you are confortable with
requi red rather than encourage. | think encourage doesn't
really do anything, to be honest. | think either require it
or we can have a discussion and don't have a reconmendati on.

That's a correct characterization, in terns of
what to vote on?

All those in favor saying aye.

No?

Not voting?

Now on to the second.

DR. NEWHOUSE: But what about the targeting.

DR. WLENSKY: W can do two things on the
targeting. One is that we can have a discussion in the
par agraph that follows the recommendation. O the second is
that we can have a second reconmendati on

My recomendation is that we have the di scussion

in the paragraph, but | don't feel strongly. 1'd be glad to
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listen if people have a recommendation to offer.

DR. NEVWHOUSE: |1'mkind of responding to the --
don't think I feel strongly, but I'mresponding to the
nmotion that i1t's kind of uniformacross where rural/urban
doesn't distinguish much. It seens to nme that the right
answer to that then is to | ook for where the problens are,
and that rural/urban isn't the right dinmension to focus on.

DR. W LENSKY: But presumably that's true at the
urban. As it now stands --

DR. NEWHOUSE: Maybe there should be a second
recommendation then, for that reason

DR. ROCSS: I'mvoting for text, but we'd be happy
to explain as much within that, below the first
recommendation, that says rural is an all-enconpassing term
and then just enphasize the diversity underneath.

DR. NEWHOUSE: | guess | still have a problem
which is, | think, David' s problem also. That this
reconmmendat i on enphasi zes rural but the hard evidence in the
text doesn't really lead you to this reconmendati on

DR. REI SCHAUER: How are we defining the problem
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the 2 percent difference between urban and rural or the
di fference between 70 percent and 100 percent?

DR. NEWHOUSE: That's the issue.

DR. REI SCHAUER: 1'd be very worried about
sonething like this if | was then told that a third of the
resources or 40 percent of the resources were going to be
taken up evaluating rural facilities.

MR SMTH  But, Bob, | think that's what you just
voted for. You didn't vote for 30 percent, but --

DR. REI SCHAUER: No, | voted for sonething about
considering. It didn't say anything you said.

MR SMTH No, we voted to urge the Secretary to
require that a fixed pot of resources be split differently
to focus nore on rural areas.

DR. WLENSKY: In the first place, we're about to
vote on sonmething that requires the Secretary --

DR. NEWHOUSE: No, I'mstill on one.

DR. WLENSKY: Let me go to Genn. |If there is a
specific recommendation that you want to make with regard to

a second recommendati on, why don't you at least try to
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either give a sense to Murray or we can cone back tonorrow
nmorning to vote on it.

DR. NEWHOUSE: | want to propose -- this would
actually be quite a radical change, but to include those
rural and urban providers where there is a pattern of care
suggestive of lower quality, as recommendation one. | just
think that follows better fromthe nunbers we present in the
chapter.

DR ROAE: And | think it's nore consistent with
Bob' s concern about spending the noney where you're going to
get the bang for the buck.

DR. WAKEFI ELD: Joe, do we know now -- and |
haven't | ooked at this for quite a while, and only
superficially. Do we know now what drives PROs, in terns of
their selection of different topic areas? So for exanpl e,
do they choose their focus, diabetes managenent or CHF
based on nunbers in a popul ation affected? O because
there's a trend Iine that shows poor quality care in that
area?

DR. NEWHOUSE: Doesn't HCFA chose that set of
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domains in their contract?

DR. WAKEFI ELD: Yes, but | think you' ve got I|ike
five or six general areas that they speak to.

M5. NEWPORT: |'d say that, Joe, before we go to
that type of explicit |anguage, | would be confortable
saying that | understand the scope of work and the
iterations of the scope over tine to say that you have to --
to me, just as a gut check for ne, is it strikes nme as a
little different, quite a bit different than the scope and
the aimand the way the program has evol ved over tine.

| could be terribly wong on that, but | think we
should confirm at |east, that we understand what |evel of
change we're driving within the purpose of the
or gani zati ons.

DR. WLENSKY: | agree. | think if we want to
make a statenent |like that, the nost that we ought to do is
to consider what that |anguage would | ook |ike, have
sonebody have a discussion with HCFA this afternoon, to make
sure we understand the inplications of that recomendati on.

W may have to revisit it because that nmay be potentially
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changi ng much nore than we're understand that we changed.

VWhat we're trying to do at this level is to
include as an explicit criteria, of one of what we regard as
many, the consideration of rural popul ati ons, which because
of the wording that is nowin there, by their nature are
unlikely to make it up into a factor of consideration.

Wt hout indicating the weighting or suggesting precisely how
to do that. But to have that as one factor in consideration
of the sel ection.

So | don't believe that while it is conceivable
you could have the problemthat David raised, | don't think
anyt hing that we've suggested in any way assures that that
wi |l happen. That this is one of the factors under
consideration in the selection of popul ations or providers
for review

But I"'mnore than willing to consider a reworking
or that addition if we're sure we understand how that woul d
affect the scope of work.

DR. NEWHOUSE: Maybe we could find out from HCFA

and cone back to this.
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MR. SM TH. Perhaps we should put it off to |ater
in the afternoon. But Gail, it seens to nme the clear
meani ng of required to include is required to include, not
take account of this one factor anong many.

DR. WLENSKY: No. Right now, because of the way
it is set up, they are likely to be included and I think
that it does require themto be included. But there are a
nunber of areas that are required for inclusion, in terns of
choosi ng the popul ations and the providers for focus. So |
think the notion that you had suggested, in terns of the
redirection of resources, there will be sone redirection of
resources. \Whether it's substantial redirection of
resources | think is not clear from| anguage that we've
suggest ed here.

MR. HACKBARTH. |'mgoing to repeat nyself but
"Il go ahead. Practically speaking, this sort of
recomendati on doesn't provide a whole | ot of direction.

DR W LENSKY: | agree.

MR. HACKBARTH. It is a synbolic statenment as nuch

as it is a substantive statenent because you could neet the
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requi renent of this require by putting $1 in and say okay,
we included $1 for PRO activity to rural areas.

DR. REI SCHAUER They don't have to do that, they
just have to consider.

DR. NEWHOUSE: W took out consider.

DR. WLENSKY: W took out that phrase.

MR, HACKBARTH. But it doesn't say anything about
resource levels, nor do | think it should. | don't think
our responsibility, our role, is to m cromnage that
process.

| do think that there is information beyond the
simlarity and the overall use rates. That is information
in the chapter, which is that the adm nistrative resources
available for quality activities in rural hospitals are
dramatically less than in urban institutions.

Gven that fact, | think it is appropriate for
public policy to say we are going to take sonme of the
resources that we have avail able and nmake sure that they are
provided in support of quality in rural hospitals. | do not

see any inconsistency in that.
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MR. DeBUSK: In fact, aren't we back to the
statenent | nmade to you earlier, Mary? Wat does this
real ly nean?

DR. W LENSKY: This reconmmendati on stands as
witten and we'll reconsider whether we want to add the
phrase that Joe has suggested. | think it is a level of
detail that may have nore ram fications than we're prepared
to make this year. It goes to a nmuch nore general statenent
about quality.

| think, having just thought a bit about it, this
is really a chapter on rural. |It's appropriate if we
believe that Q dollars are not likely to go particularly to
rural areas because of the targeting that now exists and
that this would change that, the general issue that it |ooks
as though -- to the extent the information is correct --
that seniors m ght be getting appropriate or best practices
72 or 73 percent of the tinme, and the difference is not
great between urban and rural areas is a focus that we ought
to have in our next quality chapter in MedPAC and not

really, | think, raised here particularly.
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Again, in the discussion | think it is appropriate
to make the point that the differences between urban and
rural are probably |less troublesome than the | ow, absol ute
| evel that we're finding for seniors in general, and that
will be taken up again in the future.

| think that, as |I've thought about it, is
probably a better way to handle the issue that you're
raising but let's go try to find out how nuch inpact that
woul d have on the scope of work and we can revisit it in the
nor ni ng.

MR. HACKBARTH: What if, as an alternative to
this, we were to say -- what was your | anguage?

MR SMTH denn and | were just talking. If we
were to pick up on Genn's point and say that because rura
hospitals are nuch less likely to have quality inprovenent
resources available to them the Secretary should figure out
a way or design a way or develop a way to see that those
resources are provided. Rather than the current
recomendation which, | agree Gail, it doesn't say 30

percent or $1. But it does suggest that we ought to shift
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resources in a way which I think we would all agree, if it
happened i n any neani ngful sense, would be inefficient.

Qur point here, and it seens to ne is denn's,
that these resources are less likely, for a whole variety of
reasons, size, cost, the incentives built into the PRO
contracts, to get to rural hospitals. And that's a problem
Let's fix that problem

But why would we want to do it by diverting
resources inefficiently?

MR. HACKBARTH. To say that, the reason is to
suppl enment the limted resources avail able, makes the
recommendati on much nore focused, as to the problemit's
solving. It's not trying to solve a problem of grossly
di fferent appropriateness of care. W don't have the data
to support that as a problem

The problemis that these institutions, with their
very |l ean adm nistrative structures and budgets, if there's
no federal support it's probably not going to happen.

DR. NEWHOUSE: | like the general thrust of that,

but it seenms to ne we again there's a big diversity anong
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rural hospitals. | nmean, sone of the big rural hospitals
could be a mgjor teaching hospital and could be fine. Now
maybe that's an itemfor the text.

DR. W LENSKY: How do you want to change the
recommendation of this |anguage specifically?

MR. HACKBARTH:. Maybe | could wite sonething out,
with Mary's hel p.

DR. WLENSKY: Al right, we'll take this up after
lunch, if you want to consider alternative | anguage. Let's
go to draft recommendati on two. Any concern about
reiterating this recomendation fromlast year, that we have
at | east one-third of each facility type surveyed annually.

DR. NEWHOUSE: Do we want to put in the
recommendation that we're reiterating it?

DR. ROSS: The recommendation will be witten that
t he Congress shoul d.

DR. WLENSKY: And in the paragraph it wll
indicate this is a reiteration of our recommendation from
| ast year.

MR. HACKBARTH: | support the recomendati on.
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guess if | worked in a rural hospital though, I mght think
of this as a m xed bl essing.

DR. W LENSKY: Al ways.

MR. HACKBARTH: To nme that just reinforces ny
previ ous point, that these folks have very limted
resources. ©oing through the survey and cert process takes
alot of time and effort, and I don't think it necessarily
is aquality inprovenent activity. | would like to see sone
resources devoted to the quality inprovenent, just not the
survey and cert process. And the PRO vehicle is the way to
do that.

DR. WAKEFI ELD: | just have the sanme concern.
Personally, | like reiterating the recommendation. But it
absol utely does raise the question about who pays the bill
and where do those responsibilities fall to? How nmuch to
Congress? How much to the state I evel? How nmuch to the
institutions thenselves, et cetera.

| think without a doubt, costs are going to have
to be sonewhat dramatic because, as we di scovered, many of

these institutions aren't being reviewed for years on end.
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So that, | think, needs to be addressed but it will not cone
w thout a cost. And the question is where is that cost
com ng fronf

DR. WLENSKY: Take a vote on reiterating the
recommendat i on?

DR. BRAUN. Do we need to add that phrase, to

assure provision of adequate resources? | nean, it's
obvi ous.

DR. WLENSKY: | would think that that ought to be
inthe text. | think obviously if you' re going to do nore

survey and certification, it is going to have an increased

cost .

Al those in favor, raise your hands?

All those opposed?

Al'l those not voting?

Ckay, denn, if you can give sone rewordi ng, we'll
raise this immedi ately when we reconvene. W'I| reconvene
at 1: 30.

[ Wher eupon, at 12:49 p.m, the neeting was

recessed, to reconvene at 1:30 p.m, this sane day.]





